Providing one set of policy measures for all countries as if they were a single, homogeneous entity does not appear to be evidence-based, according to recent research on the effectiveness of alcoholic beverage control policies. Contextual and cultural determinants-social, economic, demographic, cultural and political-appear to be major factors of influencing change in drinking trends, drinking patterns and drinking-related harms. The variable interplay between contextual determinants and alcohol control policy measures implies diverse impacts on consumption and harm according to time, and to the different countries and groups of countries. In addition, epidemiology research manifests some limitations when applied to alcohol drinking and results are transferred from one culture to another. The conditions of individual cultures and countries should be considered when planning and evaluating alcohol control policies.
INTRODUCTION
On the basis of recent research, this paper questions the established view that a set of homogeneous alcoholic beverages control policy framework fits all diverse countries. It highlights that:
• Alcohol control policy-effectiveness in reducing consumption and alcohol drinking-related harms varies according to countries and cultures over times.
• In addition to alcohol policies, and sometimes in their absence, other contextual factors are involved in determining the major changes that occur in drinking's dimension, and associated harms, within a population.
• There is a need for diversifying tailored alcohol control policies in accordance with local issues and the availability of relevant resources for effective policy planning, implementation and assessment.
DIVERSITIES IN ALCOHOLIC BEVERAGE DRINKING AND ITS RELATED HARMS
Briefly reviewing diversities in drinking patterns and related harm in different countries may support the claim that alcohol control policy should also vary according to the countries. Europe is a useful laboratory to examine diversities, since within a geographically limited area, it contains many relatively smaller diverse nations, with their broad cultural, social, demographic, and economic differences. These include, e.g. density of population, gross domestic product, quality of life, degree of inequality and a variety of drinking cultures (Anderson and Baumberg, 2006; AMPHORA Work-package 3, 2013; EUROSTAT, 2015) . This area is also appropriate for observing the impact of different types of alcohol-policy measures and the different times during which they have been introduced across the countries-in some cases dating back to the early, and in others to the late 20th century Allamani et al, 2014a) .
The European Region manifests the greatest consumption of alcoholic beverages in the world, with 9.0-recorded litres of pure alcohol per capita, age 15 or more, in 2010-1/3 more than the average of 6.2 litres of all of the WHO regions in the world during the same year (World Health Organization, 2014) . A wide range of consumption exists across the individual countries from 15.19 litres in Lithuania, to 11.03 in Germany, 7.56 in Italy and 3.91 in Armenia, in 2014 (European Health For All Database, 2016) .
Considering temporal trends, the European region showed a slight decline of 9% between 9.41 l of recorded pure alcohol per capita, age 15 or more in 1990 , and 8.56 in 2014 (European Health For All Database, 2016 . Relevant differences occur at both macroareas and individual countries. Thus, Eastern Europe manifested both the highest values in 2014 and a greater increase since 1990; the Mediterranean countries continued to maintain their descending curve, which began during the 1960s-1970s (Shield et al., 2016) ; in the Russian Federation the recorded consumption amounted to 7.37 l of pure alcohol per capita, age 15 or more, in 1990 and to 10.12 in 2014, while in Italy it was 10.95 and 7.56, respectively (European Health For All Database, 2016) .
Even during times of contemporary globalization, the drinking cultures differences are maintained. For example, drinking in the Northern area-including both the Scandinavian countries and UKstill tends to reflect drinkers' positive expectations about intoxication while in Southern and Central Europe-including Spain, Italy, Portugal, France, as well as Switzerland, Austria and South Germanydrinking tends to reflect socializing at meals with a negative attitude towards drunkenness (Järvinen and Room, 2007; Beccaria, 2010; Calafat et al., 2010; Moskalewicz et al., 2016) .
In terms of drinking-related mortality the WHO European Region had the highest proportion-13.3%-of alcohol-attributable deaths relative to all deaths in 2012, when the proportion of all global deaths attributable to alcohol in all of the world regions was 5.9% (World Health Organisation, 2014) . At the country level mortality varied, in 2012, from 176.38 standardized death rates (all ages per 100,000) in the Republic of Moldova, to 78.2 in Finland and 34.39 in Greece (European Health For All Database, 2016) . Reviewing temporal trends of alcohol-attributable mortality, the European region manifested a slight increase of 4% between 1990 and 2014 (Shield et al., 2016) . Such an increase represents the combination of (a) an increase in the eastern WHO European Region (+22%) and in the south-eastern part of the WHO European Region (+65%), and (b) a decrease in other parts of the EU, that occurred in the Mediterranean (−27%), in Central-western regions (−25%), and in the Central-eastern regions (−15%) (Shield et al., 2016) .
While one should reasonably expect that increasing and decreasing of mortality trends in different countries correlated with the corresponding increasing or decreasing of alcoholic beverages consumption trends, such a correlation has not always been foundthis was especially so in Eastern Europe, during 1990 (Shield et al., 2016 .
ALCOHOLIC BEVERAGE POLICY MEASURES AND THEIR IMPACT ON ALCOHOLIC BEVERAGE CONSUMPTION AND ALCOHOL-RELATED HARM
A substantial literature has documented the evidence-based effectiveness of preventive policy measures in reducing consumption of alcoholic beverages, high-risk drinking and alcohol-related harms, focusing on a number of strategies (Anderson et al., 2009 Babor et al., 2010) . These include: introducing excise and VAT taxes (Pridemore, Snowden, 2009; Waagenaar et al., 2009; Elder et al., 2010; Patra et al., 2012; Pridemore et al., 2013; Zatoń ski et al., 2015; Xuan et al., 2016) and pricing and minimum unit pricing (Meier et al., 2016) ; increasing minimum legal age to purchase alcoholic beverages (Shults et al., 2001; McCartt et al., 2010) ; restricting availability-accessibility sites and sales hours (Stockwell and Chikritzhs, 2009; Hahn et al., 2010; Gruenewald, 2011; Kypri et al., 2011; Cook et al., 2014; Kolosnitsyna et al., 2014; Lippy and DeGue, 2014; Xuan et al., 2015) ; controlling drinking and driving (Shults et al., 2001; Albalate, 2006; Jiang et al., 2015) ; restricting advertising and marketing de Bruijn et al., 2016; Monteiro et al., 2017) ; as well as providing information and education interventions at a community level (Holmila, 1997; Treno et al., 2007; Foxcroft and Tsertsvadze, 2011; Anderson et al., 2012) , and brief interventions with hazardous drinkers who do not seek treatment Grant et al., 2016; Babor et al., 2017) .
On the basis of these studies, alcohol policies have been promoted through specific guidelines by international bodies and experts (World Health Organization, 1993 Stockley, 2007; European Commission, 2010; Rehm and Scafato, 2011; Rehm et al., 2015) . World Health Organization proposes tax increases, restricted access to retail alcoholic beverages and alcohol advertising bans as the 'best buys' interventions to address harmful alcohol use also in low-and middle-income countries (World Health Organisation and World Economic Forum, 2011; Anderson et al., 2012) .
MISMATCHES BETWEEN ALCOHOL-POLICY MEASURES INTRODUCED AND CHANGES IN DRINKING AND ITS RELATED HARMS
Recent literature points to a substantial variability and even to low or no effectiveness of policy actions, raising the question about their predictable effectiveness. The EU study 'AAA-Prevent', using a focus group approach in 2012 with 34 policy makers, practitioners and researchers from 17 countries representing Northern, Western and Central Europe, as well as Eastern and Mediterranean Europe, has argued that since alcohol consumption patterns vary 'according to the countries', whereas alcohol control policies 'do not vary' significantly among countries, European national alcohol policies are not able to explain much of the variation in alcohol use within each country (Berten et al., 2013) .
Using cross-country panel data from 13 European countriesSouth, North, Central and West Europe-and 4 non-European countries-Australia, Canada, US, New Zealand-to investigate the effects of alcoholic beverage advertising bans and other control policies on alcohol demand during 1975-2000, another study has indicated that advertising bans do not reduce consumption, which casts doubt on the existence of a market-wide advertising-sales response function (Nelson, 2010) .
Another study has documented, albeit with a number of disputes, that when taxes were decreased and borders were opened in three Scandinavian countries between 2003-2005, contrary to expectations self-reported alcohol-attributable problems decreased especially regarding long-term changes (only in selected subgroups there was an increase) (Bloomfield et al., 2010) . In Denmark and Southern Sweden alcoholic beverage consumption diminished, with a slight increase of alcohol-attributable harms (alcohol poisoning, liver cirrhosis, AUD) in register data, while in Finland consumption increased and harms in register data also increased (Room et al., 2013) .
An analysis of the correlations among selected contextual and policy factors, on the one hand, and changes in alcohol consumption and alcohol-related harm, on the other, during the period 1960-2008, was implemented in 12 European countries representing Northern (Norway, Sweden, Finland), Western (UK, Netherlands), Eastern (Poland, Hungary), Central (Austria, Switzerland) and Southern Europe (France, Spain, Italy), by means of both a Time Series and Artificial Neural Networks methods, within the AMPHORA-3 study, part of the EU co-funded AMPHORA project. Results documented that even if, restrictions in Blood Alcohol Concentration (BAC when driving) in alcohol availability and in minimum age for drinking appeared to be significantly associated with consumption reduction for the 12 countries taken together, there were substantial variations among individual countries. These also included the paradox that consumption increase was significantly correlated with the introduction of minimum age limits in Austria, of BAC restrictions in France, the Netherlands and Spain, and of alcoholic beverage availability restrictions in UK and in Switzerland (Allamani et al., 2014c; Baccini and Carreras, 2014) .
A systematic review of 55 relevant econometric studies published during 1987-2013 on the role of price and taxes covering Denmark, Finland, Sweden, Switzerland and Hong Kong, indicated the lack of consistent results for either alcoholic beverage consumption or drinking-related harms for broad segments of the population, following major interventions involving taxes and import quotas (Nelson and McNall, 2015) . An additional study reviewed 45 publications during 2003-2015 concerning alcohol consumption-related harm and policy changes in taxes, prices and alcoholic beverage availability of nine countries: Australia, Denmark, Finland, Hong Kong, Iceland, Russia, Sweden, Switzerland and USA (Nelson and McNall, 2016) . In their search the authors selected only 'natural experiments', i.e a class of research designs based on before-andafter changes in outcomes due to policy interventions imposed on a population. Results indicated that the confidence placed on these measures is too high, but there were selective effects on some subpopulations. Changes in taxes and prices had positive associated effects only for liver mortality among older persons in Finland and Russia. Null results were documented for drinking-associated assaults and drink-driving for most countries. Intoxication results for Nordic countries were mixed for young male and female subpopulations.
To test the assumption that alcohol-related ill health can best be diminished by a policy of severe restrictions and high prices, the associations among (a) an index of severity of alcohol-policy (b) total alcohol consumption and (c) number of disability-adjusted life years lost due to alcohol consumption were studied in 2005 comparing 30 OECD countries. These included 23 counties from the European Region, 4 from North America, Australia and New Zealand, 2 from Japan and South Korea. The three variables showed no significant correlations, which was interpreted as signifying the weakness of strict control policies (Poikolainen, 2016) .
LIMITS IN GENERALIZING EVIDENCE-BASED RESEARCH
Would such policy-effectiveness inconsistency be related to the fact that: (a) alcohol policies were ineffective or less effective according to different contexts; (b) the control policy measures were not properly applied by policy-makers; (c) the measures were differentially accepted, and practiced by the community or country population or (d) other intervening factors are at stake? Four explanatory hypotheses are examined in this section.
Extending the scientific evidence of a project, from one context to another has inherent limits
The inherent limitation of policy measures is that their effectiveness was demonstrated through epidemiological studies mostly funded and carried out in specific cultures and contexts, that have been traditionally both sensitive to, and particularly affected by, drinking-related problems. These studies include mostly Scandinavian and English speaking countries such as the USA, Canada. Australia and New Zealand. Their measures, and outcomes can not necessarily be replicated with the same successful results in countries and cultures where drinking patterns and alcohol-related problems are quite diverse, that include Central, Southern and Eastern Europe, Africa, Southeast Asia, Africa and South Americato where their transfer is indicated (Room et al., 2005; Anderson and Baumberg, 2006; Craplet, 2006; Berten et al., 2013) .
Although international bodies have recommended that alcohol drinking preventive measures, as expressed in guidelines, should be adapted to the diverse cultures and countries (World Health Organization, 1993 ; UCL-University College of London, 2013), the operating focus seems to plainly propose and implement those policy measures worldwide (see e.g. Sornpaisarn et al., 2012; CNAPA, 2014; Ferreira-Borges et al., 2015; OECD, 2015; Pan American Organization, 2017) . Stanton Peele has considered such a top-down approach as exporting measures from temperance culture countries to the rest of the world (Peele, 2010) .
In addition, the literature on alcohol-policy-effectiveness frequently refers to empirical studies and initiatives involving, e.g. selected samples, school and college students, and volunteers, who do not represent the general population. Instead, the most direct evidence of the effects of alcohol policies should come from studying the intervention when it is applied to or removed from the general population, compared 'with another time or place when there is no change in the intervention' (Babor e al., 2010, p. 104) . The assumption that studies, which were conducted in limited contexts, can be generalized to the entire population of a country, region, or community, may be misleading.
Changes in drinking patterns and related harms especially reflects changes in society
Changes in drinking patterns and subsequent harms especially reflect changes in the nature of society, and its economic, demographic, political and cultural features (Room, 1997; McLeod et al., 2016; Shield et al., 2016) .
This argument has also been documented by recent research. According to the above-mentioned AMPHORA project, alcoholic beverage consumption changes during the 1960s-2000s 'always occurred' in significant association with increases in urbanization, income, and mothers' age at childbirth-considered to be indicators of social and economic improvement in a population. Such factors were associated in opposite ways, according to countries (Allamani et al. 2014c) , to:
• an increase in beer, wine and total alcohol consumption and a decrease in the consumption of spirits in the North European area; • an increase of beer, wine, spirits and total alcohol consumption in Central Europe; • an increase of beer, and a decrease of wine and spirits consumption, and of total alcohol consumption in Southern Europe.
More significantly, on some occasions changes in consumption of alcoholic beverages 'began and continued without' the existence and/or introduction of any formal preventive policy. This is the case of the consumption decrease beginning in France in the 1950s, and in Spain and Italy during the 1970s, or, to a lesser extent, of the consumption increase in Finland and Norway during the 1960s.
Consumption changes in these cases only correlated with socioeconomic and demographic factors (Cipriani and Prina, 2007; Allamani et al., 2014b Allamani et al., , 2014c .
Moreover, it was demonstrated that older mothers' age at childbirth and population ageing-indicators of improved well-beingwere significantly associated with a decline in deaths in transportrelated accidents in all of the 12 countries, and-only in South Europe-in deaths due to chronic liver disease and cirrhosis (Allamani et al. 2014c) .
In addition even when, on average, policy measures do work, contextual factors are the critical impactors. Using partial square correlations methods, it was demonstrated that (a) socio-economic and demographic factors were able to explain 71% of all consumption changes over time; (b) policy measures explained only 38%; (c) the former factors were able to explain 43% of liver and 52% of transport deaths over time; (d) while the latter explained 30% and 31% of deaths, respectively (Allamani et al. 2014c) .
Other studies have focused on the impact that big socio-political changes in a population had on drinking patterns, like the dislocation processes which affected the Orkney community members in Scotland who were recruited to work in Canada in the 18th century, or the North American aboriginal people who were displaced into estranged cultural contexts after Europeans arrived in the New World (Alexander, 2008) .
Even the perceptions of 'normal' and 'harmful' alcoholic beverage drinking are modified over time and affect consumption changes within a population (Tusini, 2007; Nordlund and Østhus, 2013; Berridge, 2013 ). An increase of negative attitudes towards alcohol in Australia during 1995-2010 and of self-criticism of Danish drinking culture during 2003-2013 was found to be associated with declining or stagnating consumption (Callinan et al., 2014; Bloomfield et al., 2016) .
Implementing control policies involves the complexity of local operations
Interacting cultural and social aspects of drinking may be operating more at the meso-and micro-levels, such as local districts or communities, rather than at the level of a nation or of an entire culture (Beccaria and Rolando, 2016) .
Moreover, effective policy implementation in the health and social fields involves interacting complexities of local operations along 'all' of the relevant points of the chain which engages responsible persons and systems-operating both as actual/potential ' barriers', as well as necessary enablers. A policy's reception by a population, the 'community readiness', and the enforcement of measures, as well as the country's-culture's law abidingness, are subject to numerous factors (Holder, 1999; Oetting et al., 2001; Österberg and Karlsson, 2002) . These include dynamic processes which are involved in the approval of the policy norm, its on-going implementation within the targeted community on the part of local officials, and efforts of stakeholders with their agendas as well as their 'mind set' and ideologies (Karlsson et al., 2012; Nordlund and Østhus, 2013; Wargo, 2017) .
Prevention actions in a community also have political and ethical implications (Larsson, 1990) . Issues have been raised about contradictory relationships between the professional and community concepts of public health on one hand, and between prevention science, and politics on the other hand (Lindbladh and Hanson, 1993; Roumeliotis, 2016) . Desirably, these relationships have been reframed as being a'respectful marriage' between scientific knowledge and community experience (Holder and Reynolds, 1999) . Such an interacting engagement would be more likely to occur when scientists limit themselves to discussion of what will work, and community members also have a role in the formulation and decision making processes around alcohol policy, as well as in the implementation of the interventions (see also Cairney, 2016) .
The weakening of the total consumption model
Alcoholic beverage control policy measures have been based on the total consumption theory also known as the single distribution model. It was drawn up in the 1970s by Kettil Bruun on the previous work of the French demographer Sully Ledermann, and soon became the underpinning of the World Health Organization's alcoholic beverage intervention strategy (Ledermann, 1956; Bruun et al., 1975; World Health Organization, 1993; Anderson and Baumberg, 2006) . According to this model, the distribution of alcohol consumption is log-normal, and there is a functional connection between the mean consumption within a population and the prevalence of its 'heavy drinkers', as well as of the mortality from associated diseases (Ledermann, 1956; Leifman, 1996) . The model implies that 'normal' consumers contribute to the prevalence of 'heavy drinkers' and of drinking problems in society: if the former reduce their consumption, the prevalence of the latter would decrease, and vice versa (Skog, 1985) . Consequently, the population consumption level was considered as being a key indicator of alcohol policy measures, before and after their implementation.
It was recently suggested that alcohol policy should address the reduction of both the consumption and the drinking-related harm of population subgroups, rather than looking at any total population consumption (Poikolainen, 2017) . Focusing on peer-reviewed research and reviews published during 2005-2015, it was also argued that the introduction of different policy measures can only show effects on the consumption of population subgroups, such as young people, women and 'heavy drinkers' (Giesbrecht et al., 2016) . Moreover, according to some studies, social inequalities across population subgroups can shape the consumption risk curves (Jones et al., 2015; UNICEF, 2016 ). An additional flaw to the total consumption model is that it does not consider drinking patterns and drinking speed, which are the hallmark of 'heavy' episodic drinking (Poikolainen, 2017) .
The Sheffield group's mathematical modelling studies demonstrated by simulation that minimum pricing strategy is able to decrease consumption and harm of the lowest socio-economic group of 'heavy drinkers' (the group at greatest risk of harm from alcohol use) more than those of the highest socio-economic group, while changes on moderate drinkers were small, regardless of their income (Holmes et al., 2014; Meier et al., 2016) .
It has also been claimed that the effect of policy changes on rates of drinking-related health and social harms is often divergent, or greater, than their effect on the total consumption (Room, 2004; Jiang and Room, 2016) . This argument is supported by some research evidence. The AMPHORA project found that policy measures had a direct effect on liver mortality that was greater than the indirect effect, resulting from calculating the alcohol consumption changes induced by the measures (AMPHORA work-package 3, 2013). In Denmark, during 2003 Denmark, during -2013 , diverging trends between a decreasing rate of drinking, and an increased alcohol drinkingrelated harm were documented to correlate with stable or decreased tax and price measures on alcohol, and with a restriction in accessibility of alcohol to minors (Bloomfield et al., 2016) . According to a recent study in UK, the conflicting gradients in alcohol consumption and alcohol-associated mortality may be attributed to socioeconomic differences in harmful drinking patterns (dependence and intoxication) (Sadler et al., 2017) .
If the total consumption model does not stand up, efforts to reduce the consumption of the alcoholic beverages for an entire population might be misplaced. Rather, policies aiming 'to look into the concrete mortality risks' and going 'beyond passive approaches such as drinking guidelines' appear to be 'a more promising approach' (Shield et al., 2016, p.61) .
LIMITS IN THE APPLICABILITY OF THE EPIDEMIOLOGICAL RESEARCH TO THE ALCOHOL FIELD
The inconsistent effectiveness of policy measures, could also be associated with an ambiguity in the principles and limitations in the procedures on which alcohol epidemiological research is based. These are the concepts of risk and causality, the collection of data, the evaluation of policy actions.
The issues associated with the concepts and processes of risk and of causality
In alcohol research the concept of risk of drinking and of risk of illhealth due to drinking often seems to operate more as an implicit term, rather than being a clear-cut, explanatory concept. A distinction between taking involuntary risks (when we necessarily breathe air and drink water) and taking voluntary risks (when we decide what, and how much, to eat or drink) has been reported, the former with an attributed risk threshold set at one in one million deaths, and the latter at one in 1000 deaths-according to what 'the public seems to be willing to accept' (Starr, 1969; Rehm et al., 2014b) . This depicts risk as being a perception based on cultural values. An attempt to estimate risks according to a toxicological approach indicated that a safe daily intake of alcohol would be 2.6 g/day (less than 1/4 of a 100 ml glass) (Rehm et al., 2014b; ALICE RAP, 2015) . Nevertheless, if 'low-risk,' and not 'safe' guidelines, are considered, maximums for Europe were estimated to be 8-10 g/day for women and 15-20 g/day for men, with some of the current guidelines requiring downward revision (Anderson and Baumberg, 2006; Shield et al., 2017) .
The meanings and implications of these messages for science and public health would be different if the consumption of a substance: (a) is claimed to cause a certain harm; (b) is a probability 'risk' (from unlikely to most probably) that this consumption induces harm; and (c) consuming this substance is just one of the interacting factors determining the harm. In order to define the causal relationship between two phenomena, nine time-honoured criteria, from the 'strength of associations' to 'analogy' were advanced (Hill, 1965) . Not all of them may appear to be either a necessary or sufficient property to support causal inference, while a multi-factorial or multi-causal model may have greater explanatory power (Rothman and Greenland, 2005; Rothman, et al., 2008) . However, recent Public Health publications resort to the causal relationship as being able to explain the harm 'occurring after' drinking (Rehm and Shield, 2014; Shield et al., 2016; Connor, 2017) . On the other hand, the statistical analytical methods that are used in epidemiological and social research are grounded on the probability theory, and on the effects that the operation of chance can create (Hill, 1965; Feller, 1968) .
The swing between the causal versus the probability interpretation of the relationships among phenomena may be especially troubling when information is transmitted at the public health level. This is one of the reasons why the evaluation of the strength of evidence required for action has been considered an ethical, rather than a scientific, choice (Narduzzi et al. 2017) . In this perspective, decisions regarding the intervention should answer some preliminary questions, such as: 'who would benefit and who would be harmed if the evidence was uncertain or results turned out to be erroneous?'
Limits in the collection of alcohol data
Observational studies present a number of biases, making epidemiology for some authors an 'imperfect science' Roereke, 2016) . Epidemiological evidence should be only 'one part' of the evidence base for questions related to the effects of attributed risk factors on disease burden, experimental clinical evidence being the other part (Gmel, 2016; Roereke, 2016) .
The collection of health and economic statistics for estimating alcoholic beverage consumption and their associated harms, and for monitoring and evaluating both implementation and effectiveness of policy programs, are, in great part, culture-specific and biased (Moskalewicz, 2012) . Population surveys typically produce underestimates of alcohol consumption calculated to be at up to 50% (Stockwell et al., 2004; Livingston and Callinan, 2015) , while the increasingly shrinking response rate in surveys, often dropping below 50%, further reduces the potential for generalizing findings (Zhao et al., 2009; Dawson et al., 2014) . Another uncertainty about the actual level of consumption reported by individuals in interview questionnaires, is the variability of the volume of glasses which are the basis for risk analysis. This should be re-considered for a more appropriate collection of information (Kerr et al., 2009; Schultz et al., 2017) .
Finally, the vast majority of alcohol drinking research focuses on the inherent risk of drinking and of the alcohol-attributable harms, and the resulting public health approaches are directed to the restriction or suppression of consumption-oriented behaviours (Snowdon, 2011) . The consumers' experience of pleasure and well-being by him/herself as well as with others, which could be reported in surveys, is widely neglected, while it should be taken into account for a better comprehension of global health (Peele and Grant, 1999; ALICE RAP, 2016; Baumberg and MacKerron, 2016) .
Poor evaluation of policy actions
Evaluation of the preventive programs deserves attention for identifying success and proposing subsequent replications (Rush et al., 2012; Berten et al., 2013; Sassi, 2017) , as well as for describing failures, in order not to repeat them (Einstein, 2012) .
However we still know little about the impacts of most country alcohol-policy options. Evaluation reports of national alcohol policies are rarely published, and they rarely feed into the development of new programs (Moskalewicz, 2012) , while campaigns based on drinking guidelines have been not evaluated as to whether they had any impact on alcohol-related harm (Anderson, 2012) . Among the few exceptions is the evaluation of 'Scotland's alcohol strategy' (Beeston et al., 2016) .
One likely factor in overlooking evaluation is that preventive programs are associated with the interests and ideologies of individual and systemic stakeholders, politicians, and players in the economic and alcohol industry sector that can be conflicting, so that programs may turn out to be the result of a compromise (Gordon and Anderson, 2011; Moskalewicz, 2012; Bacchi, 2015) .
Another reason is that changes in the public health area are often difficult to measure. They may well require more time and funds than both researchers and politicians could afford (Holder and Moore, 2000; Moskalewicz, 2012) .
A POSSIBLE CONCLUSION
This paper has attempted to point out some limitations of the existing alcoholic beverage control policies. Policies are not equally effective and equally applicable in all countries, nor even in each country's population's subgroups, due to their diverse social, demographic, cultural and economic contexts. Moreover, a few limits of epidemiological research, and the poor use of evaluation processes, make results of preventive interventions more uncertain, narrowing the generalizability of outcomes and suggesting a precautionary approach when creating and disseminating public health messages.
In view of these limitations, when an alcoholic beverage prevention program is being planned, policy-makers and stakeholders should at least consider to:
• focus on delineated population sectors or subgroups (like young, women, older people, lower socio-economic groups); • address targeted problems (like heavy drinking and heavy episodic drinking) and harm (such as liver cirrhosis, cancer, road accidents), rather than consumption per se; • collect information about relevant contextual determinants in each country and community, listen to the population's needs, and actually tailor the proposed policy to the different contexts; • plan an evaluations program, so that successful interventions can be replicated.
